Attachment 8 


Office of Administration 
Commissioner's Office 
Contract Period July 1,2015 - June 30, 2016 
"Request for Preauthorization for Other Services" 

Program: Alternatives to Abortion 

Contractor; Alliance for Life - Missouri. Inr. _ 

Subcontractor: Pregnancy Care Center ____ 

Please enter below the information for each item/service to be purchased. List the date of purchase, 
item to he purchased, cost for the item, and the justification. Items must be approved before 
purchased/provided to be reimbursed. 


Client Name 


Proposed Purchase Date 


.Date RnroUed W-W-lfi 


5-1-17 



Insurance (Full 
Coverage) down 
payment 

Monthly Premium for 
May 2017 


Total Cost 

(include formal estimate 
from provider of 
services) 

$234.00 


$186.00 


Amt to be reimbursed 


$420.00 


Justification, include 
other sources of funding 
that have been 

_ attempted 

'^^^Kas been an A2A 
client since 10-18-T 6. 

She is following through 
with ap pointme nts and 
classes. HHIis 
recently unemployed 
and cannot currently 
earn an income as she is 
due with her third child 
on 5-8. She is currently 
uninsured and needs a 
legal car to look for work 
after maternity leave as 
well as to get to classes, 
and necessary 
appointments. There are 
no other resources 
available to assist with | 
this expense. I 


Authorized person requesting purchase: 
Alliance for Life Program Managers / Vi 
Approved for purchase: r^A/U Je 

Purchase denied:_ 

Reason for denying purchase: 


lanetDoss _ 

/Lf.O. 
Date Kj. 
I Date 


Date: 5-1-17 





mY-i-2017 11.-S5 FRGM: 

04/30/2017 22; 51 417-837-0U0 

jyi/zol7 


4178644^1 T0:1855a565S4a P.2'3 

THE IH5URANCE HOUSE PASE 01/02 

rrC7lflJK«ater-efrak*wfi^J»rMin^^ .C/i.y 


Insured Infa nnatl^ 
Name; 

Address: 

City, StJif* 

2IP: 

Plione, 

Numbar: 

Cell 

Number 
Work 
Numbar: 

Ouetd 
Mumaar: 

Compar>y; 

AhLum ClTii!t:l.?ve: 

Policy Term: . 

QuoteLSy; C Ed 


Aflftnt Information; 



417-837-0100 


First Chicago Mavprick RTR 

SomltAnniiflL. 

I N ordstrom 


quocc uate/itme; 
Pall^CFFectivoi 
PoUmTler: 
Leaasomw__ 


Hema: T™ Insui ance House 

Address: 2303*9 N. Ktinses Sxprassway 
G^,State Springfield, MissouriC 5803 

Phone 
Number: 

WebsFtc: 

Producer 
Code; 


3/i/4uinu-.4y;5r AM 

5/1/2017 

pr.9vl(?_uj^iiomec_ 


vohV 

Dfvl 


ITCTronsactlonlO 

UDD Status 

HOVSraws 

Driver InFormatlofi 

D/iuprnnft 

5n-22 

Points 

Symbol 

ZIP Code 

City 

County 

Region 

Veh Usage 

Comprehensive Deductible 

Collisio n Deductibte _ 


IWb WT SJVIW 

Not Ordered 
F24S 
5/7/1992 
No 
0 



Wofk/School 

500 

SCO 


Liability Bi 
Uabli)^ PO 
Uninsured 31 
comprehnnslvp. 
Collision 


25000/50000 

10000 

25000/50000 


130.00 

21100 

A1.0O 

231.00 

401.00 


Broker Fee ((Applied to dp] ' 
Polity Fee 


pol) 


30.00 

1100 

i.ior .00 



Primary Oprr.itor 
Actual Cosh Volu 4 
Air Bog 

Antl'Lock Device 

Antl-ThafCDovke 

Annual Milas Driven 
Front Wheel Drive 
Fuel Type 

Miles Dnveii 
f.sSfiP 

Number of Cylinders 
Number oF poors 
Passive Restraint 
VoliicloType 
Monito ring Dovlco.. 




BQth5ides 

AUAfiU-LOCk 

Antl'Theft 

Lovell 

12000 

Yes 

Gas 

0 

24535 

6 

4 

Beth Sides 
Car 

Jte. 


..pjisaEAssdtejtfsi,— 


AAtdb«tq_ 


Name 
Bankfuptcy/Lien 

h«gsy/autDrdir5.Wlx/fitef.ixm/CurreriVAUQucl»SV«8)caawfvMpii 







MAY-l--a017 ll:E5 FROM: 


4i7B6'?‘qgai 


TO: 185585S5240 


P.3'3 


f 




The insurance House 


iW) U N luMDai itpifaviin 
SptniiiCiaW.MO SStKlS 

Hioni; /)l7-tl17 0l(W 
Fo< 417-817 011(1 





:ii I.H ;i : • • 










